Video clip is available online.
be confirmed in a parasternal long-axis view and a modified apical four-chamber view with posterior tilt (Figure 1 ).
CASE PRESENTATION
A male child aged 3 years and 9 months was admitted with the complaint of recurrent respiratory tract infection. Transthoracic echocardiography revealed a supramitral ring with a mitral valve gradient of 19/7 mm Hg, a tiny perimembranous ventricular septal defect (PM VSD) restricted by a septal leaflet of the tricuspid valve, and moderate tricuspid regurgitation with severe pulmonary arterial hypertension. The patient underwent cardiac catheterization, which revealed a mean gradient of 16 mm Hg across the left atrium and the left ventricle, an absent right superior vena cava, with persistent large draining of the left superior vena cava to the coronary sinus (Figure 2) , and an operable small PM VSD.
The supramitral ring was excised intraoperatively and the VSD was closed with a Dacron patch. After cardiopulmonary bypass, transesophageal echocardiography showed no residual VSD and no significant gradient across the mitral valve and trivial mitral regurgitation and no tricuspid regurgitation.
The patient gradually developed noncoapting tricuspid valve leaflets with severe tricuspid regurgitation, ascites, hepatomegaly, and moderate mitral regurgitation, and a catheterization study revealed a mean gradient of 10 mm Hg across the left ventricular inflow tract. Because of the child's deteriorating clinical condition, we decided to repair the tricuspid valve. During the surgery, an abnormally giant coronary sinus was present and thought to be the cause of the LVIO. Hegar dilators of appropriate size were passed through the mitral valve, and we then made the decision on the amount of plication of the coronary sinus needed. Partial plication of the dilated coronary sinus was done through the right atrium (Figure 3 ). The coronary sinus was cut back, as shown in Figure 3 , and the cut ends were then plicated, thus reducing the orifice of the coronary sinus, which was the cause of the LVIO (Video 1). The interatrial septum was closed with a Dacron patch, and the tricuspid valve was repaired using De Vega's annuloplasty. The patient's clinical condition improved after repair, with echocardiography showing regression of tricuspid regurgitation and mitral regurgitation and no significant gradient across the left ventricular inflow tract (Figure 4) .
DISCUSSION
Echocardiography may not distinguish a supramitral ring or a giant coronary sinus as the cause of LVIO. Recent literature suggests that persistent LSVC may exert a mechanical effect on the developing left side of the heart and lead to a higher incidence of associated left heart obstructive lesions. Autopsy findings have demonstrated a higher prevalence of such lesions in patients with LSVC. 3 Agnoletti and colleagues 2 reviewed catheterization findings and concluded that left-sided obstruction was more prevalent in patients with than without LSVC (39.6% vs 7.8%, respectively), whereas the prevalence of right-sided obstructive lesions was similar. A statistically strong positive correlation was present between adjusted coronary sinus measurements adjusted for body surface area and mitral mean gradient. 4 
CONCLUSIONS
A giant coronary sinus causing left ventricular inflow obstruction is a rare congenital anomaly. The concomitant presence of a supramitral ring should alert the surgeon to the need to repair the dilated coronary sinus, especially when the left superior vena cava is the sole means of systemic drainage.
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